It has long been recognized that tuberculous cavities may occur in the apex of the lower lobe of the lung, often known as the dorsal lobe (Kidd, 1886; Fowler, 1888 ; Sweany and others, 1931) . Steen (1945) has reviewed the many publications on basal tuberculosis, but no paper I have traced has been concerned exclusively with tuberculous cavities of the dorsal lobe; most authors do not differentiate between the various distributions of basal tuberculosis, though some (Reisner, 1935; Wiedman and Campbell, 1937; Cohen, 1945) have stated that in the majority of their cases the lesion was at the apex of the lower lobe.
In 18 publications quoted by Steen (1945) the incidence of basal disease averaged 1.5 % of all cases of tuberculosis, varying from 0.15 to 18.3% in different papers. In a careful study with stereoscopic radiographs Sweany and his colleagues (1931) found that 13.7% of 268 "primary reinfection cavities " were situated in the apex of the lower lobe.
Almost all authors are agreed that basal tuberculosis is much commoner in women. This is attributed to the smaller respiratory excursion of the diaphragm (Reisner, 1935 ; Ossen, 1944) . Lesions are reported most frequently on the right side of the chest, which is said to be due to the lesser movement of the right leaf of the diaphragm and the more vertical direction of the right main bronchus (Reisner, 1935) , but it is possible that lesions on the left have often been missed because they are hidden behind the heart in the usual postero-anterior radiograph.
The prognosis of basal tuberculosis in general was formerly regarded as very poor (Kidd, 1886; Dunham and Norton, 1927) . Since the introduction of artificial pneumothorax a less gloomy view has been taken by some writers (Reisner, 1935; Weidman and Campbell, 1937; Busby, 1939; Cohen, 1945) , but the follow-up period in these reports has usually been brief and spreads of disease common. Hawkins and Thomas (1946) Results of Treatment.-The dorsal lobe cavity was regarded as having closed if the following criteria were satisfied.
1. The case had been followed up for at least three years after the institution of the-last measure of collapse therapy.
2. There were no significant symptoms. 3. The sputum was consistently negative (usually to direct examination of a smear only).
4. The cavity appeared to have closed radiologically. It must be stated, however, that only a minority had tomograms after collapse therapy was begun.
5. There was no radiological evidence of spread of the disease to fresh areas of the lung. which the follow-up period was four to five years, but in not all of which re-expansion had taken place, 22.5% were regarded as cured or fit.
In Hjaltested and Torning's (1939) series of 95 cases with cavities, 55% were well after a followup period of at least three years, though 38% were dead. It will be seen that the results, here reported, of artificial pneumothorax treatment for dorsal lobe cavities compare favourably with those reported elsewhere for pulmonary tuberculosis in general.
As regards the incidence of effusion, Eglee and Jones (1937) found that effusion sufficient to aspirate developed in 74 of 100 cases of pulmonary tuberculosis of all types treated with artificial pneumothorax and in eight the effusion was purulent. Aycock and Keller (1939) report an effusion'rising above the dome of the diaphragm in 37.5% and tuberculous empyema in 5.3% of 530 cases. This may be compared with an incidence in the present series of clinically important effusion in 25%, including the three cases (5.5%) which developed tuberculous pus.
DISCUSSION
It must be realized that the cases discussed were those in which the-dorsal lobe cavity was the ,dominant lesion, which in most cases implied that it was the only significant lesion. This partly accounts for the relatively high proportion of cases with a successful outcome, in spite of the fact that many were treated in London under wartime conditions. It is possible that, with the increasing use of artificial pneumoperitoneum, a contemporary series might show even better results. Nevertheless there is a danger that the use of artificial pneumothorax for these cases may be too readily abandoned in favour of artificial pneumoperitoneum. The latter may prove to be the treatment of choice, but this has not yet been established by adequate follow-up studies. In the series here presetited, of those dorsal lobe cavities for which artificial pneumothorax was attempted, this was successful, alone or in combination with phrenic interruption, in as high a proportion as 66 %.
It therefore seems reasonable to suggest that in most cases artificial pneumothorax should be attempted and that, as posterior adhesions may not be easily visible in the radiograph, a routine thoracoscopy should be done even if the pneumothorax seems satisfactory. The cavity should not be regarded as closed unless no cavity can be seen in tomograms. With these precautions artificial pneumothorax should be successful in a large proportion of tuberculous cavities in the dorsal lobe.
